
of the rectum to deal with I made a long incision par-
allel to and above Poupart's ligament. When I got
into the belly I found the pelvic cavity filled with small
bowels and so adherent to every thing that I abandoned
the first incision for the time being, and opened the
abdomen in the middle line, in order that I might have
a better field for operation. The. small bowels filled
the pelvis and hid the sigmoid and rectum from view.
In sponging the adhesions apart, I broke into a pocket
of foul-smelling pus on the left side of the sigmoid
and rectum. 1 estimated there must have been half
a pint of this pus.

While the pus had a foul focal odor, I did not find any
fecal concretions, nor did I find any communication
with the bowel.

I then placed the patient in the reversed Trendelen-
burg position, placed gauze around the bowels, so as
not to infect the general peritoneal cavity, introduced
cigarette drains from both wounds down to the pocket
of pus and closed the wounds down to the drains.

The subsequent steps of the treatment followed was
to keep the patient in Fowler's position and to give
daily enemas of normal salt solution by Murphy's plan.The patient made a slow but sure recovery, without
developing any permanent fecal fistula, though for
about a week after the operation the discharges had a
decided fecal odor.

The pathology of this case was unique to me,
and I was at a loss to account for it, because I had
never seen a similar condition in the operating
room, nor could I find anything in the literature
in regard to it. Hence I called it acute periproc-
titis, and acute perisigmoiditis.

The etiology of this case was interesting, and
in seeking for a cause I accidentally learned from
the patient that a few years ago a traveling quack
came through the town delivering lectures on
" health and how to preserve it." Among other
things he taught that people, in order to aid diges-
tion and cure constipation, should eat every day
a teaspoonful of sand. So this good man was
induced by some friends to eat sand for constipa-
tion. This, I thought, may have been the secret
of the trouble. The sand might have lodged in
some of the folds or pockets of mucous membrane
of the sigmoid or rectum and caused ulcération,
secondarily setting up suppuration around the
gut.

Since writing the above report of my case I
have read very interesting reports in Surgery,
Oynecology and Obstetrics for July, 1907, by Dis.
W. J. Mayo, of Rochester, Minn., and George
Emerson Brewer, of New York, on " Divert icu-
litis of the large bowel," that throw a good deal of
light on the pathology of my case.

The Cholera Situation in Russia.
—

According
to press dispatches from St. Petersburg, Oct. 31, the
latest official cholera statistics for the week ending
Oct. 22 show that the epidemic is now being checked
with the approach of winter. There were 1,000 new
cases reported and 416 deaths were recorded. More
than half the number of cases, 569, were in Kiev and
Volhynia provinces, where the winter is belated. There
were only 103 cases in the four southern provinces and
75 in the five provinces of the Middle Volga region.—
New York Med. Jour.

MedicalProgress
PROGRESS IN SURGERY.

BY J. G. MUMFORD, M.D., BOSTON.

RESULTS OF THE OPERATIVE TREATMENT OF
BREAST CANCER.

(Concluded from No. 19, p. 640.)

Halsted, more than other writers, distinguishes
degrees of axillary involvement, giving four
groups of cases depending upon the extent of
involvement: (a) base of axilla only; (b) base
and mid-axilla; (c) base, mid-axilla and apex;
(d) veins intimately adherent. He shows how
groups b, c, and d are much the most difficult
and serious and lead with considerable certainty
to an involvement of the supraclavicular region,
and he finds this region above the clavicle the
seat of disease in a surprisingly Large number of
cases. Of his 232 cases the neck operation was
done in 119; while of the remaining 113 cases, in
which the neck operation was not done, 44 were
operated upon subsequently. Halsted finds micro-
scopic involvements of the neck glands in great
numbers of cases which show no palpable evidence
of disease in that region. For this reason, he
insists upon the neck dissection in till cases in
which the axilla is involved beyond the base.
He lays down the following rules: the surgeon
should perform the neck operation, " barring, of
course, special contra-itidieations: (1) in all cases

with palpable, operable neck involvement; (2)
when the apex of the surgical axilla is involved.
When mid-axillary involvement is demonstrable
at the operation, special implication is almost
certain, and hence, (3) in these cases also the
neck should be typically cleaned of its lymph-
atics, as high, at the very least, as the bifurcation
of the carotid.

" We find ourselves for the past two years
again performing the neck operation in most
cases. We omit it in hopeless cases."

As evidence that involvements of the neck do
not imply necessarily a hopeless condition, Hal-
sted cites 40 traced cases, in which cancer was

found and removed from both neck and axilla.
Four of these.cases survive the three-year limit,
showing us positively good end-results in 10%.

On the other hand, Greenough, and most of
the other speakers, conclude from their studies
thai cancerous glands above the clavicle practi-
cally oontra-indicate an operation for radical cure.
Of 38 cases reported by Greenough, with involve-
ment and removal of the neck glands, none sur-
vive. Willy Meyer does not favor the neck opera-
tion and finds none of his neck cases alive after a

five-year limit. Ochsner dissected the neck seven
times in 78 cases. His seven neck cases are dead.
The studies and conclusions of these three speak-
ers, however, are by no means as exhaustive and
satisfactory as Halsted's, nor is their experience
with neck involvements as extensive.

L. S. Pilcher supports Halsted's views in an

entirely interesting and convincing paper. The
former surgeon has made a painstaking endeavor
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to dissect the neck in all advanced cases which
have come under his hands during the past ten
years, and his success in eliminating completely
the disease is excellent. So long ago as 1900 he
reported a series of ten cases, from which he had
removed cancerous neck glands, with a resulting
immunity of 33.3% after three years. He now
reports a further interesting group of 18 cases.
Taking all of his reported cases from which de-
monstrable cancerous growths in the neck were
removed, Pilcher shows the surprisingly low
end-mortality of 64%, so far as now appears,—
the best and most encouraging end-mortality
statement dealing with these supraclavicular
cancer nodes that has been recorded up to this
time. He reminds us further of the dense, deep
cervical fascia which renders difficult a detection
of cancer nodules until they have attained a con-
siderable size, and insists strongly on the impor-
tance of the surgeon's recognizing the probability
that the supraclavicular glands are infected in
every case of extensive cancer of the breast.

Many of the speakers urged again the vital
importance of an early diagnosis in all cases of
breast tumor, and a few had something new to
contribute to the subject. All intelligent prac-
titioners now agree that every tumor of the
breast should be seen by a competent surgeon,
though unfortunately we know that great num-
bers of breast tumors remain undiagnosticated
until the complete operation is hopeless. Vander
Veer dwells upon what he calls " the pre-cancor-
ous state, from the nervous condition of the
patient," and relates an interesting case in illus-
tration of his contention that frequently patients
are convinced of the imminence of a malignant
growth long before the surgeon, while often the
outcome justifies the patient's forebodings. Van-
der Veer would not disregard this anxiety.

Halsted finds a great interest in determining
the early diagnosis of cancer. Physicians should
remember that more than 80% of all breast
tumors arc malignant, so that the presumption
of cancer is ever present, and should warn the
optimist when examining a painful or lumpy
breast, even in a young woman, that the burden
of proof rests upon him to show that the disorder
is not cancer. Says Halsted, " It well repays the
experienced surgeon to spend perhaps an hour in
the examination of certain breasts." We are
seeing constantly " smaller and still smaller
tumors, cancers which give not one of the car-
dinal signs." He reminds us of the adenoma in
a transitional stage, but more difficult still the
tiny retro-mammary adeno-carcinoma, or the
colloid carcinoma, in a breast covered with one or
more inches of fat. " If in such a case there
should be no shortening whatever, of the trabec-
ulai the diagnosis could hardly be made." " But
given even very slight shortening of the trabec-
uhn from tumor to skin, this fact might be de-
terminable by making both breasts take the
widest possible excursions on the chest wall
under the skin, the faintest conceivable trace of
a difference of the two sides, in a minor pectoral
crease, for example, may suffice for the diagnosis."

" Frequently there is no sign but the almost
imperceptible suggestion of pull, which, when the
faintest possible, is of course elicited by dis-
location in one direction only. This sign, how-
ever slight, is all that is needed for the diagnosis."
The surgeon must manipulate both breasts in
making this test, in order that one may serve as a
control. It is interesting to read Halsted's state-
ment that to him, with his enormous experi-
ence, the extreme possibilities of the test were
not fully realized a decade ago, and that each
year it developed a little in refinement; and he
remarks that it should impress the uninitiated
to witness the ability of the demonstrator to
diagnosticate with the fingers, through con-
siderable fibrous tissue, hardly visible cysts yield-
ing on puncture the finest fraction of a drop.
Halsted dwells also on the importance of deter-
mining the size of the involved breast relative
to the other breast, and of noting most carefully
the relative amount of uninvolved mammary
gland remaining.

" Given a carcinoma, say, one half or one
quarter as large as the palm of the hand, if this
tumor has grown not at all, or little, at the ex-
pense of the breast, the prognosis is relatively
good, for the tumor in such case is quite surely
of a definitely adenomatous type and not of the
scirrhous variety." Halsted holds that a scir-
rhous cancer represents only a part of what has
existed, for the struggle against the cancer cells
resulting in fibrous tissue production is not always
futile, and when the minute foci of cancer epithe-
lium have been destroyed, the new fibrous tissue
may in part be absorbed also. As a result the
scirrhous disease may be active, and metastasis
take place a long time before the visible or pal-
pable tumor is developed. We have seen how
cancerous glands in the axilla may exist without
obvious breast cancer, though later there devel-
oped a malignant tumor in the corresponding
breast.

These remarks and reflections of Halsted de-
mand the serious consideration of surgeons.

The subject of prognosis is probably the most
important single element in this discussion, and we
know how the histological character of the special
tumor bears immediately on this subject; as
Dennis says, the type of the cancer seems to have
an influence on the prognosis greater than the now

accepted radical operation. I have already re-
ferred to this matter in this writing, and in-
cidently have pointed out the significance of
glandular involvements as bearing upon the prog-
nosis. Furthermore, Oliver states that the loca-
tion of the primary growth is significant since
" central growths and those located in the lower
third of the base give a much larger percentage
of recoveries than do growths located elsewhere."
But there is no certainty in prognosis, even prog-
nosis of evil, for, as Oliver states further, that
matter in an individual case will always remain
a doubtful question. " Seemingly favorable cases
sometimes progress to a fatal termination,
whereas one is sometimes pleasantly surprised
by having an unpromising case go on to recovery."
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Physicians are wont to ask us how much dis-
ability results from extensive mutilating opera-
tions on the breast. It is interesting to hear the
unanimity with which the Washington debaters
assert that the disability is slight. For instance,
Greenough states that out of 53 patients interro-
gated 26, or about half, reported perfect use of
the arm; 20 reported good use; 4 fair use, and 2
only " a little " use, while one described the arm
as " stiff." That is to say, 50 patients out of 53
had serviceable arms after the subsidence of the
initial shoulder lameness, which is so common.
About one third of his cases had some swelling
of the hand or arm, but this interfered little with
the use of those members, and was transient in
most of the cases. Ochsner bears similar tes-
timony, stating that swelling of the arm was
troublesome in but 10% of his cases. Jonas
speaks of frequent swelling of the arm, but. no
permanent impairment of its use, while Oliver
reports lymphedema of the arm in five of his 35
patients. Says Greenough, " It is probable the
swelling of the upper arm is to be regarded as the
direct result of the removal of the axillary lymph
trunks; but swelling of the hands and fingers may
probably be attributed to cicatricial pressure upon
the vein. It is reassuring, however, to find that
swelling of the arm occurs so commonly in cases
without recurrence, and that it is not to be
regarded necessarily as evidence of axillary
recurrence."

Most of the speakers decline to accept an
arbitrary time limit of three years as represent-
ing cure of the disease, and this feeling is ex-

pressed by Halsted, when he says that we should
demand as proof of cure in those most difficult
cases with involvement of the neck, that the
patient live at least five years after the opera-
tion. Even in cases which suffer recurrence

surgeons find that the recurrence often comes
late. Oliver says that the average duration
of life after operation (in fatal cases) is twenty
months, according to his experience; the average
time of recurrence being fourteen and one quarter
months. Probably most surgeons will agree with
Ochsner, who finds that about one half of the
deaths occur within the first year. For instance,
out of 43 eventually fatal cases, Ochsner reports
24 dead within a year, 30 dead within two years,
and 36 dead within three years, the remaining
7 deaths being strung out over fourteen years.
The statements of Oliver and Ochsner correspond
quite closely with those of the other speakers,
so that the surgeon should feel justified in
strongly encouraging the patient who has survived
the one-year limit.

The significance of the word treatment does not.
seem to appeal with entirely equal force to all
operators, as one may gather from the quotations
already given in this article. Greenough dis-
courses upon four types of operations: complete,
semi-complete, incomplete and palliative. By com-

plete operation he means wide removal of the
breast, both pectoral muscles, the axillary con-
tents, and occasionally a dissection of the neck.
We have seen that Halsted and Pilcher dissect

the neck if there be cancerous deposits beyond
the base of the axilla. All of the other speakers
practically agree with Greenough in his definition
of a complete operation. But it is needless to
dwell further on this well-ventilated topic.

All surgeons appear to agree also in the prop-
osition that wide areas of skin invariably should
be removed ; but one would be interested to watch
their individual practice for, from the words of
the speakers at the symposium, it is hard to be-
lieve that their conceptions of wide skin areas
correspond. It seems that few surgeons remove
so small an area of skin as to allow of direct suture
of the wound. Halsted dissects out a great disk
and covers in the raw surface with skin grafts,
while others employ the plastic operations of
Warren, Willy Meyer and Mixter. Greenough
states that in his list of complete operations many
of the wounds were sutured directly, with a re-

sulting end success of 11.7%; while, in another
large series of wounds closed by plastic flaps,
19.4%, were successful. Halsted remarks that
he should not care to say, " Beware of the man
with the plastic operation," and endorses a
statement that the operator whose duty it is to
close the wound should not be intrusted with the
planning of the skin incision. However, he does
not regard the use of plastics as entirely taboo,
but asserts positively that no surgeon should
invariably plan his operation with a plastic in
mind.

A careful reading of these papers impresses one
with the fact that a great many surgeons inter-
pret the words complete operation to correspond
with their personal conception of the extent of
disease in the individual case. Cabot says, " If
the disease had infected many lymphatic glands
it was sure to recur, even after a thorough re-
moval of all the muscles and axillary contents."
" In case 12 the nodule in the breast was small
and so situated in the center of the gland that I
felt safe in leaving the pectoral muscle. . . . Since
that experience I have removed the muscles in
all cases." Says Dennis, after vigorously en-

dorsing the radical operation in suitable cases,
" The element of time should be seriously con-

sidered, since the performance of any operation
which requires the patient to be under an anes-
thetic for four or five hours is attended with a

risk, which should, if possible, be obviated."
The veteran Vander Veer, commenting upon

his own most favorable list of cases, remarks, " I
would say that in the cases that are reached
early I am not yet convinced that the very radi-
cal operation of removal of the pectoral muscles
is called for, but we cannot be too emphatic in
impressing on the younger men the necessity of
careful examination and dissection of the axillary
spaces."

Jonas sums up well the average practice of
the best surgeons, when he states, that " no
modern surgeon would have the temerity to stop
short of a complete removal of the entire breast
and axillary contents in the very early cases, and
in later ones remove, in addition, both pectoral
muscles and the fat from the supraclavicular
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triangle"; while Jacobson has "employed the
incision suggested by Dr. Halsted and has fol-
lowed his technie, except as to the supra-
clavicular glands, in all cases. The latter step
has only been undertaken when there has been
apparent invasion of the neck. The axillary
space has been thoroughly cleaned out, the pec-
toralis major and sometimes the pectoralis minor
have been removed."

Contrast, the foregoing statements and their
associated evidence of good and improving end-
results with the following brief profession of
faith by Halsted: recognizing that extension,
the most, rapid, takes place " beneath the skin
along the fascial planes, we must remove not only
¡i larger amount, of skin and a much larger area

of subcutaneous fat and fascia, but also strip
the sheaths from the upper portions of the
rectus, the serratas magnus, the subscapularis
and at limes from parts of the latissimus dorsi and
the teres major. Both pectoral muscles are, of
course, removed.

" A part of the chest wall should, 1 believe,
be excised in certain cases, the surgeon having
in mind always that he is dealing with lymphatic
and not blood metastasis, and that, the slightest
inattention to detail, or attempts to hasten con-

valescence by such plastic operations as are feas-
ible only when a restricted amount of skin is
removed, may sacrifice his patient.

" It must be our endeavor to trace more defi-
nitely the routes travelled in the métastases to
bone, particularly to the humérus, for it is even
possible in case of involvment of this bone that
amputation of the shoulder joint, plus a proper
removal of the soft parts, might eradicate the
disease. So, too, it is conceivable that ulti-
mately. .

.

amputation at the hip-joint may
seem indicated."

In comparison with the splendid radicalism
of Halsted all lesser operations pale, yet they are

seriously to be considered if we regard published
Statistics only. Greenough reports 75 semi-
complete operations, with an end-mortality of
75%, as contrasted with his end-mortality of
84% for complete operations, (By semi-complete
he means his complete operation, done without
disturbing the pectoralis minor.)

Ho reports 85 incomplete operations, with an

end-mortality of 75%. (In the majority of these
operations, which were done more than ten years
ago, the pectoral muscles were not removed; in
some the whole breast was not taken, and in
others the dissection of the axilla was incomplete.)

Furthermore, Greenough reports 56 palliative
Operations, with an end-mortality of 93% only.

The reader will remember that Greenough's
'aides deal with cases running back thirteen
years. We must not take courage too eagerly
over the good results of his incomplete operations.
Those patients of his may thank fortune that at
the time of their operations the disease was still
m its earliest stages.

Methods of treatment for cancer other than
operative methods find a certain amount of qual-
ified favor among surgeons. Most of the debaters

have something to say about the x-rays, though
none of them describe accurately their manner
of using them. Cabot feels that occasionally the
x-rays have checked and delayed the growth of
inoperable cancer, but he does not, feel that they
are positively curative. Willy Meyer regards
the x-rays as valuable in the immediate after-
treatment, and urges every patient to submit to
a six or eight weeks' course as soon as healing
has been accomplished. He reports one case,
for which he gave a bad prognosis at the time
of the operation, but in this case faithful, inter-
mittent use of the x-rays has had a most gratify-
ing result. There has been no recurrence in
four years. Of course, a single case of this kind
is not convincing. Ochsner advises the use of
x-rays systematically after all operations for
breast cancer and believes that he sees their
benefit. Jacobson also uses x-rays in the same
fashion. On the other hand, Vander Veer has seen
little permanent good result from the use of the
x-rays, except that undoubtedly in many cases

they relieve pain, and sometimes delay the activity
of the growth. In this connection one recalls
Crile's enthusiastic endorsement of x-ray treat-
ment after the removal of cancer of the neck.
His method is to leave the wound wide open and
to project the rays directly into its granulating
depths, employing the treatment every other day
for several weeks, and so vigorously as to keep
up a mild dermatitis in the vicinity of the wound.
We encounter an interesting paradox when we
contrast these facts with the experience of those
well-known x-ray workers, who have contracted
malignant, skin disease from long continued
ex]insures to the rays.

Halsted again reminds us of the occasional
value of caustics in the treatment of cancer, and
points out that regional recurrences after incom-
plete operations may be "delayed by the use of
chemical or actual cauterization. Caustics seem
to check cancer permeation of the surrounding
tissues, and Halsted stales that all incomplete
operations for cancer should, when possible, be
made with the l'aquclin or actual cautery.
Other surgeons, notably the Mayos, endorse this
view and practice,

If one may epitomize the combined teachings
regarding treatment, of the Washington speakers
one may say that cancer of the breast should be
removed with a great skin margin ; with a wide dis-
section of adjacent fat and subcutaneous tissue;
with excision of both pectoral muscles; occasion-
ally with stripping the fascia from the numerous

neighboring muscles; with thorough cleaning
out of the axilla, and when the axilla is involved
beyond its base, with dissection of the neck as

far as the bifurcation of the carotid. Palliative
operations should be performed if possible with
the Paquelin cautery, and in all cases the wounds
should be treated subsequently with the x-rays
for at least six weeks.

In conclusion, so numerous are the figures and
so prolific the writers and speakers that one
could pile up great numbers of familiar or curious
facts, but. the main points of the story have been
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brought out, and we may sum up the discussion
in somewhat the following fashion:

The speakers in Washington dealt with 1,194
cases, and an end-mortality of 56.63%, including
all varieties of subjects, all varieties of breast,
cancer, patients of various ages and growths of
various development. The case surviving long-
est without recurrence is a patient of Dennis.
Twenty-nine years have passed since her opera-
tion. The patient surviving longest with re-
currence was attacked secondarily in the twenty-
second year after her operation.

Of the 1,194 eases reported, 518 are now alive
and in good health, after more than three years
have passed since their operations.

Operations varying greatly in extent and sever-

ity were done by these speakers
—

operations
varying from palliative to extensive mutilating
dissections.

Handley's explanation of the permeation of
cancer meets best our understanding of the con-
ditions of spread, metastasis and recurrence of
the disease.

Extensive axillary involvement implies supra-
clavicular involvement, and calls for extensive
dissection in a great number of cases. Cancer-
ous glands in the neck do not point necessarily
to a hopeless condition.

Palliative operations should be executed with
a Paquelin cautery so far as possible.

Recurrence in the scar is becoming less com-
mon as we appreciate increasingly the impor-
tance of removing wide disks of skin. Internal
metastasis is most common in the lungs, medias-
tinum, liver, spine, brain, humérus and, occa-
sionally, the femur.

Even pessimists will admit that these results,
representing the work of widely scattered groups
of surgeons, show a great advance over what we
knew when this generation was ten years younger.

-»-

Medical of Societies
NEW ENGLAND OTOLOGICAL AND LARYNGO-

LOGICAL SOCIETY.
Meeting Held at the Massachusetts Charitable

Eye and Ear Infirmary, Jan. 18, 1907.
Tino President, Dr. A. Coolidce, Jh., in the chair.
Du. E. A. Crockett read a paper on

'I'WO CASES OF HEMORRHAGE FOLLOWING
TONSlI.l.OTOMY.1

DISCUSSION.

Dr. F. P. Sphagvje, of Providence, read a report of
some secondary cases.

One patient was operated on under ether, the ridge,
the adenoids and both tonsils were removed. Every-
thing went well until the fifth day. On the fifth day
after the operation, in the night, as usual, they tele-
phoned for meto come to the house as the patient was

having a severe hemorrhage from the right tonsil. I
went and in an hour or two I was able to check the
bleeding. In two days there was another hemorrhage,
which was more easily stopped than the first.

These are the only cases of secondary hemorrhage
 See page 661.

that I have ever had, and naturally, every time I sec
an adult, tonsil to be removed, I have a fear of the fifth
day. If I can get over the fifth day, I feel quite safe.

In this case, the reason it took so long to stop the
bleeding was because every time the patient swallowed
t he clot was torn away from the surface and the bleed-
ing immediately followed.

As regards antisepsis of the throat, I had this throat
sprayed every two or three hours, from the time of the
operation until after the hemorrhage, with Dobell's solu-
tion. Although this throat seemed perfectly clean, of
course t here must, have been sonic infection. Certainly,
1 think some precautions are necessary.

If a person conies to me with hypertrophied tonsils
and adenoids, and looks like a, thin-blooded individual,
I try to have that patient better nourished and do what
I can to improve the quality of the blood before any-
thing is done in the way of an operation. After the
operation, I take the precaution to paint the throat.
I horouglily with glyeeride of tannin, and it seems to me
that this has been a help.

In some cases, if there is very much bleeding at the
time of the operation, I use cracked ice and hold it. in
the body of the tonsil for a few moments after the opera-
tion. Following the operation, for the first day, I do
not allow the patients to have anything even warm; 1
keep them on cold milk and ice cream and cracked ice.

Ice cream is always grateful to the children, almost
everybody likes it, and it certainly has a beneficial
effect in keeping the blood vessels contracted. In
grown people, I do not. allow the patients to have hard
crusty things, nor hot foods, for three or four days fol-
lowing the operation. It seems to me that is some help
in the preventing of hemorrhage.

I do not see how much better off we are in taking out
a piece of the tonsil, to sec whether it is going to bleed
or not. In this case that I reported, the woman was
twenty-seven years old at the first operation, and
t hirty-six at the next, but the tonsils were as soft as wc
usually lind in a child of a dozen or fifteen years of age.
If a patient comes to mc, and I get a history of repeated
attacks of quinsy sore throat, I leave that tonsil alone
because I think wc stand a pretty good chance of getting
into trouble by cutting such a tonsil.

After we get the hemorrhage, various methods are
used. I have a clamp I carry in my bag all the time.
1 hope that. I shall never have to use it.

I had one case where there was a hemorrhage from
the anterior pillar, where the anterior pillar became
engaged in the tonsillotome, and although it. only
chipped off an eighth of an inch, it bled quite profusely
for some time. The patient was twenty-eight years
old.

Dr. J. P. Clark: I have been very much interested
in the reports of these cases of Dr. Crockett's and Dr.
Sprague's, and it seems to me rather strange that re-

moving the tonsils as thoroughly as we do nowadays,
that we do not hear more of hemorrhage. I want to
take this opportunity of reporting the only case I have
had of secondary hemorrhage in a child. This occurred
last spring, in a little girl of seven years of age, from
whom I removed adenoids and tonsils. There was
nothing remarkable about, the operation, except that
I made a note that the right tonsil was larger than tl'1'
left, and that in removing the left, the hemorrhage was
rather freer than usual. I heard from her every day,
and on the fourth day about two o'clock, I received a

telephone message from the parents saying that, about
the middle of the night before, the child had waked up
very much terrified, and had vomited up a large quan-
tity of bright red blood, and had been spitting up blood
ever since, and asked if they should bring her in to see
me. Of course, I was very much surprised that they
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